The prominent role of Councils of Municipal Health Secretariats in the regional governance process 
Introduction
In Brazil, health management decentralization to the municipal entity is understood as a strategy of democratization and incorporation of new stakeholders in order to ensure greater participation of municipalities 1 . Among advances achieved, we can highlight the expanded access of the population to services, mainly Primary Health Care, and the considerable improvements of national health indicators 2 . Among hardships, the unequal political, technical, financial and health conditions of the Brazilian municipalities made the process extremely complex. Competition between the federated entities sometimes prevented the necessary municipal autonomy in the management of existing equipment in its territorial limits and in the available financial resources 2 . However, even considering the difficulties in accurately measuring the improvements resulting from decentralized management actions and health services, it is clear that this process represented advances in the formulation of public health policies when a large number of different stakeholders were gathered and distributed throughout the national territory, most of them linked to the municipal sphere, since they began to assume more directly the provision of the right to health [3] [4] [5] . However, it has been verified that municipalities alone cannot provide all the actions and services required by the population to ensure comprehensive care, due to insufficient financial and human resources, logistics and population size, since some 50 % of Brazilian municipalities have a population of less than ten thousand inhabitants. In addition, it has been recognized for some time that municipalization, in part, has contributed to the fragmentation of the health care system, which could be overcome by regionalization 5 . From this perspective, based mainly on the greater rational use of resources, the topic of health regionalization has been assuming greater importance in the debate on the improvement of the policies within the Unified Health System (SUS) 6 . Thus, after accumulating more than two decades of successive federal regulations aimed at inducing decentralization (in the 1990s, four Basic Operational Standards (NOB) were published); in 2001, the Operational Health Care Standard (NOAS, reformulated in 2002); in 2006, the Pact for Health) and, more recently, regionalization, with the publication of Decree Nº 7.508/11, which defines the need for regionalization with the purpose of rationalizing resources and ensuring comprehensive care for the entire Brazilian population 7 . However, there are great difficulties to operationalize such Decree, which requires stronger political investments to advance the process of decentralization and health regionalization in the country.
The Councils of Municipal Health Secretariats (COSEMS), which were created to reinforce the municipalization process, have been working emphatically in recent times to resolve the health system's fragmentation in order to provide the necessary actions and services for the population. From this perspective, these stakeholders have identified regionalization as a possible course. However, the regionalization process is not an easy task, since it is a political arena where several projects are disputed 8 . Decree nº 7.508/11 defines the "Health Region as a continuous geographic space consisting of clusters of bordering municipalities, delimited by cultural, economic and social identities and shared communication networks and infrastructure transport, whose purpose is to integrate the organization, planning and execution of health actions and services, aiming at ensuring comprehensive health care 9 ". Regionalization is a permanent political structure of decentralization with the participation of all federated entities, in a process of agreement and shared responsibilities of a health region, in the logic of health territory [10] [11] [12] [13] . Thus, as a health region, regionalization must be consolidated not only based on standards, but also mainly on practices, the scope of actions and services and shared responsibility.
However, health regions characteristics are heterogeneous, which reflect the different financial, administrative and operational capacities for the delivery of health care. In this context, COSEMS have undertaken the arduous task of helping to manage a heterogeneous and institutionally non-integrated service network whose supply is insufficient, especially medium complexity services. Few studies investigate the actions of COSEMS in the regionalization process, but are strategic players in the daily construction of this process with the municipalities.
Thus, this study aims to analyze the perception of COSEMS' presidents on the regionalization process, as well as its weaknesses and potentialities.
Methodology
This is a qualitative study carried out with COSEMS in the states of Mato Grosso do Sul, Paraná, Ceará, Tocantins and Minas Gerais. These states were intentionally chosen because of the unique investments made in the regionalization process, more closely following the normative and legal framework established for governance in the SUS.
We conducted in-depth interviews with COSEMS' presidents, hereinafter called COSEMS' managers, who had at least three months' office experience and outstanding performance in the municipalities. COSEMS' presidents with less than three months experience and with low performance with the municipalities were excluded.
A semi-structured interview script was used that addressed the following aspects: the role of COSEMS in the regionalization process, the regionalization process, the construction of regional planning, as well as the participation of municipalities in regional planning and the participation of councils within the framework of regionalization. It should be emphasized that respondents could talk freely about these topics. Interviews lasted about 60 minutes and were all transcribed in full.
Data analysis was performed with IRA-MUTEQ, version 0.6. It is a free computer program that performs different types of textual data analysis, such as basic lexicography that calculates word frequency, to multivariate analysis, such as the descending hierarchical classification 14 . The Descending Hierarchical Classification (DHC) method was performed in this study, highlighting words, frequency with which they appear and their associations in word class, which allows us to highlight the common or more consensual field for the social group studied. Classes generated from this method represent the words meaning's context and can demonstrate representations or elements of representations about a particular social object 14 . In other words, the software emphasizes lexical worlds of full-blown words that refer to the same meaning core. A kind of text structure produced by a group of subjects that demonstrates certain "shared semantics about the same object". The dendrogram of Figure 1 synthesizes the axes and classes of highlighted words, but which require hermeneutical analysis to understand the text and the meaning production context.
Another analysis performed by the software was similarity analysis, shown in Figure 2 , which makes it possible to identify co-occurrences between words, and its result indicates connectivity between the words, which facilitates the identification of the object representation's structure for the subjects involved 14 .
The research project was approved by the Research Ethics Committee of the Faculty of Health Sciences and all participants signed the Informed Consent Form.
Results
In this study, the five interviews analyzed had 71.22% use of the IRAMUTEQ software, which is satisfactory 14 . The first thematic axis, known as "COSEMS predominant role in the regional governance process", contains classes 1 and 3. Class 1 (15.9%) addresses COSEMS' leadership in the regionalization process, and class 3 (19.6%) addresses the strategic experience of the regional pacts process. The second thematic axis, composed of classes 2 (24%) and 4 (21.9%) was called "Challenges to the provision of healthcare in the regions". The third thematic axis consists only of class 5 (18.5%). Class 2 addresses how community needs are met, class 4 examines the local support provided by COSEMS' teams, and finally class 5 describes the operational aspects of health care provision in the region.
Regarding the first thematic axis, class 1 addresses the importance of COSEMS leadership in the regionalization process, which includes its role of coordinating the various stakeholders participating in this governance. Some spaces are perceived by COSEMS' managers as strategic for the formulation and operationalization of health regional policies and actions. First, the meetings of councils of municipal secretaries in the regions are useful spaces for sharing regional decision-making. In addition, sponsors are considered key figures to solve the problems of daily life, giving the necessary support to municipalities. Second, CIRs are also powerful locus for the agreement of actions and services needed for the regions. The organization of meetings to discuss issues related to the region are essential for sharing collective decision-making in order to meet the needs of the population. Third, CIBs have facilitated the regional governance process, however, they consider that the conduction of agendas has been very centralized, which has prevented COSEMS from playing a greater role. Fourth, health councils are also perceived as important players in decision-making within the health regions; however, there is a need to invite them more emphatically to join this arena, as their participation is quite scarce in the health regions, since the focus still is on municipalities or states.
Regarding class 3, concerning the experience of regionalization, Ceará case stands out and is classified by COSEMS' managers as intense from the standpoint of the agreement and sharing of actions and services. However, it has also been perceived as a space for disputes and conflicts, although it is an important strategy for the establishment of health system governance. Finally, it is mentioned that this historical experience brought new perspectives to SUS management.
In the second thematic axis, class 5 deals with the operational aspects of health care provision in the region. COSEMS has been active in ensuring access to the necessary health services by the population of the region, ranging from the basic services (consultations, tests, procedures) provided by Primary Health Care (PHC) to specialized urgent and emergency services. This is an extremely complex task. Hence, it is worth highlighting the financial hardships to pay for actions and services, which are expensive, especially those inherent to medium and high complexity, besides medicines. This time, there is a need to rationalize scarce resources.
Class 2 addresses the role of COSEMS in articulating and negotiating the provision of actions and services to health regions. It is evident that there are great difficulties to share the actions and necessary health services (consultations, tests, procedures and medicines). Some municipalities have better infrastructure for public health services than others do. However, the availability to help the municipality with less capacity is varied, as well as the forms of provision of actions and services. For example, some regions have a tradition of operating through consortia. Other regions choose to negotiate services between municipalities. There is a great dependence on private services in several regions. Thus, in this class, it is demonstrated that COSEMS make efforts to meet the needs of the population, but they cannot always provide all the needs, thus the difficult task of constant dialogue with them. Class 4 investigates COSEMS local support in the regions / municipalities, which, according to managers, involves being together (there) to see and equip. This is technical and logistical support, which also involves the training of professionals for the management of health regions.
The similarity analysis shown in Figure 2 highlights the word people at the center, which represents COSEMS' sponsors who are permanently linked with state, municipalities, health regions and the regionalization process itself.
Discussion
Results demonstrate that COSEMS' managers understand that the entity plays a relevant role in the regionalization process, especially as one of the stakeholders that contribute to the governance process of the health region. One of the limitations of this study concerns the qualitative method used, which facilitates understanding the process, but does not make it possible to generalize results. Another limitation is the reduced number of COSEMS' managers interviewed.
However, this study contributes to reflections on the actions of COSEMS, since regionaliza- tion is positively mainly associated to the level of articulation of COSEMS with the state health secretariats, regarding the distribution of management responsibilities and the regional designs adopted in each state 10 . In addition, the accumulated history of COSEMS in the interaction with municipalities, especially in the spaces of agreement of the SUS, Technical Chambers, Regional Interagency Commissions and the daily presence of sponsors in the regions has collaborated to make this coexistence an expression of life [11] [12] 15 . In the first thematic axis of this study, we pointed out several spaces and stakeholders that interact and agglutinate to develop regionalization, some through the leadership of COSEMS. Of these, regional COSEMS are highlighted as places that favor regional agreement, since they gather several municipal managers to state their needs and discuss the possibilities of sharing solutions [11] [12] 15 . In fact, this is where health needs of the population of the municipalities with diverse demands are decided and provided [11] [12] 15 . The Regional Interagency Commissions are permanent decision-making spaces and were also considered powerful, mainly because they have provided a municipality access route to the locus of regionalization and, in part, increased their power in the agreement processes 10 . However, despite their power, these spaces are still insufficient, with fragile and time-consuming political construction for the dynamic daily reality, which requires swift and constant decisions 10 . This study evidenced that the health councils are indispensable players, especially at state level, but they have fragile participation in the process of regionalization. Hence, councils seem to reproduce practices developed in other spheres, notably in municipalities, except in some cases, of work that is bureaucratized and distant from the health needs of the population [16] [17] . These data show the need to commit them more forcefully to this political arena. In addition, these councils have a greater dialogue with the population of the region and social movements, so that they take part of the territory where they live and participate in the construction of regional development [16] [17] . From this perspective, it is understood that the regional consciousness and identity encompasses the identification of inhabitants with their region, both within and outside of it [18] [19] [20] . Studies show the positive effects of regional governance when it is culturally appropriate and participation is equitable, although it seems always difficult learning the needs of stigmatized and poor populations 21 .
Regarding CIB's activities, we identified that the important involvement of the state in the development of the health regions is recognized, however, the conduction of this process has occurred prescriptively, limiting the leading role and capacity of other stakeholders living together in the daily reality 5, 10, 17 . State's participation in the regionalization process is fundamental, although at times discrete to meet the needs of true regional development 5 . In fact, the regionalization process has undergone strong political induction by federal and state entities, with a predominance of a centralized agenda that may hamper loco-regional development 5, 10, 17 . Notably, within the regions, it would be incumbent upon state governments to coordinate the planning process of which the municipalities are part as autonomous political entities 13 . In this logic, regionalization takes on a double perspective in the context of interfederative relationships: decentralization to states and centralization (or recentralization) to municipalities.
To this end, it is necessary to advance the construction of regional technical and political autonomy, recognizing regions as living and legitimate settings, capable of advancing more equitable decision-making between municipalities and reducing regional inequalities and improving access to health services to the population 5, [15] [16] [17] [18] . This study evidenced that, despite the weaknesses of SUS governance bodies for the development of health regionalization, the pioneering experience of Ceará was emblematic, as a process involving several players for negotiation and agreement of decision-making for health regions 22 . The diverse and intense participation of the various stakeholders in the decision-making process regarding the provision of regional needs proved to be very robust for the democratic exercise 22 . The Public Action Organizational Contract (COAP) signed by only two states to date, among which the state of Ceará, is considered a powerful and necessary tool to formalize the agreement of strategies, financing and actions and services for the regions 22 . However, as has also been seen in this study, there is a great fear of accountability, especially of municipalities, which already assume a number of charges, even greater than set forth in the legislation 22 . Hence, it is evident that the federated entities did not advance satisfactorily in the accountability of COAP-related commitments 22 . There is a need for further study on contractualization for the provision of the right to health to the population.
Another aspect identified as obstacle to the regionalization process brought about more emphatically in the second thematic axis of this study were the hardships in the provision of health care in the regions. Among them, insufficient financing appears in a setting of project disputes and fragmentation of available resources 2 . In other words, changes in the allocation of resources from the implementation of decentralization have not been satisfactory to modify the pattern of inequality in access to health goods and services in different health regions. In this process, COSEMS' managers and other players responsible for the regionalization process are faced with the task of helping to manage a heterogeneous and non-integrated service network with an insufficient supply of services, especially at medium-complexity level 1 .
In addition, we have to question that the implementation of policies defined by the federal and state spheres, on the one hand, has been viewed as a negative point, since the municipality feels compelled to expand its services to obtain a larger transfer, since these policies are linked to financial incentives. This increases the responsibility of municipalities, especially in relation to the commitment of the municipal budget beyond the legal limits, as already discussed in this study. On the other hand, increased health expenditure and the implementation of measures related to the reorganization of care resulted more from responses to national initiatives than from local level initiatives. This points to the importance of policy-making by the central level in conducting local actions and, on the other hand, may reveal a limited municipal management or its technical insufficiency in proposing healthcare improvement actions.
There are several ways to provide actions and services to the regions. One is the regional consortium, which does not guarantee system integration, but has been a possible arrangement. This scheme has enabled the interaction between the different levels of care and smaller municipalities with medium or large municipalities, which is an important step to ensure access to other services and interaction between municipalities and the services that are provided by them, in order to allow a greater volume of health services and actions to the region 1 . Recent studies have identified consortia as a means of rationalizing scarce resources, particularly in drug procurement 23, 24 . Another form of providing actions and services are regional agreements, using the Integrated Agreed Programming (PPI) tools, but they are rather time-consuming and fragile. There is a need to revise flows and agreement of regional references, which are increasingly built in nonshared fashion, especially by the larger states and municipalities 5 . We observed in this study that COSEMS' sponsors assist municipal managers in coping with the collections of health actions and services made by local communities, which cannot always be met 14 . This involves the need for dialogue so that the community understands the limitations of management and, preferably, does not judicialize it. Judicialization costs, especially of drugs, have been exorbitant 23 , burdening municipalities and still disorganizing priority needs of the community itself. This is a complex daily issue, since most municipalities, especially small ones, are faced with lack of resources, community-related demand pressure, market pressure that involves technology fetishism, and political party action. This complexity requires efforts to strengthen regional governance.
This time, in addition to different possible provisions between regions, demands must be qualified, repressed demands must be satisfied and the "parallel SUS" must be resolved, which stems from the need for managers to buy services from other municipalities directly because they cannot meet their own demands within the region.
In addition, COSEMS' managers stated that they have assumed technical and operational support in the regions, which involves taking care of the region on a daily basis, through the provision of technological and human resources 11, 12 . As demonstrated in the similarity analysis of this study, sponsors have strengthened the role of COSEMS, which, with creative and innovative capacity, enable many meetings, resulting in the construction of unique projects through solidarity in the regions; in addition to expanded autonomy of some regions and interconnected and quick information and decisions marked by debates within the scope of the CIRs 11, 12 . Despite the existing obstacles, Decree Nº 7.508/11 has made it possible to increase the intensity of the democratic process through the plurality of stakeholders involved in decision-making on the issues of concern. This type of democratic practice was idealized by participants in the Brazilian Health Reform, but still finds it difficult to be operationalized in social control spaces, especially health councils 16, 17 . Notably, they have been rescued in other spheres of SUS governance, as well as in the regionalization construction spac-es, which requires solidarity among the federated entities, as a way of building fruitful interrelationships in the face of different regional and interregional characteristics, with a recognition of differences and the possibility of creating unique proposals for each micro-region 13 . The practice of consensus building proposed by Habermas 25 , which privileges dialogue and communication, is necessary for this type of process. We must build what has been called collaborative governance that aims to gather various stakeholders into common forums to participate in consensus-oriented decision-making 25 . The development of leadership is an essential element of governance, it is also necessary for the daily negotiation exercise to advance the process [26] [27] [28] . In this logic, COSEMS, as a group of municipal managers interested in regional development, besides the rationality for the provision of health services offers, emerges as one of the strategic stakeholders for the construction of regionalization 11, 12 .
Final considerations
The results of this study allowed us to verify that governance of the regionalization process has raised some advances, in which COSEMS have an important role, especially since they are in connection with several areas of formulation and action, as well as strategic players of the SUS. However, the improvement of the regionalization process requires the articulation of all those involved in the organization of the regional health system. It is, therefore, a daily construction aimed at ensuring the advancement of collaborative governance in health regions.
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